Abstract
Introduction
Deterioration not only of motor function but also of dual-task performance has been associated with falls in older people [1] . Body movements are seldom completed with a single motion. We need to allocate and balance our attention to dual tasks to carry out each task appropriately [2, 3] . The frontal association cortex is believed to play a major role in this function although available attention is limited [2] . Thus, we must perform tasks by allocating our limited resources to the right target. doctor as needing treatment for more than 1 month, 6 patients who met the exclusion criteria were ineligible and the remaining 28 patients were enrolled as study participants. Excluded were those whose fractures were caused by a strong external force, or who had severe complications other than bone fractures, or who were judged by a doctor to be unsuited to participate in this study.
Convalescent Rehabilitation
Hospitalization in the convalescent rehabilitation ward was limited to a maximum of 3 months. The study participants were randomly assigned to 1 of 2 treatments at hospitalization, i.e., a PT group and a PT+OT group. Patients in the PT group received 120 min of PT every day during hospitalization, while those in the PT+OT group received 60 min of PT and 60 min of OT. Rehabilitation continued until they were discharged from the hospital, and more than 80% of the participants completed the rehabilitation therapy.
Primary Endpoints
To evaluate the effectiveness of rehabilitation, the following items were determined both before (within 1 week after hospitalization) and after intervention (no later than 1 week before the planned hospital discharge date).
Cognitive Assessment
The Touch Panel-type Dementia Assessment Scale (TDAS) was used for cognitive assessment [23] . It was developed by modifying the Alzheimer's Disease Assessment Scalecognitive subscale (ADAS-cog) [24] , a scale to assess AD patients' cognitive function, and by equipping it with a touch panel system that enabled us to conduct a test in a shorter period of time (shortened from 60 to 20 min) even without expert assistance. The following 9 test items were included: following a command, visual-spatial perception, accuracy of the order of a process, naming fingers, orientation, money calculation, object recognition, and reading a clock face (of a nondigital clock). A total score of 0 was defined as perfect.
More incorrect answers meant higher scores. When all answers were incorrect, the score was 101 points.
Blood Tests
Measurement of serum pentosidine levels was outsourced to Falco Holdings Co., Ltd. (Kyoto, Japan).
Electroencephalography
Using the Neurofax EEG-1214 system (NIHON KOHDEN CORPORATION, Tokyo, Japan), EEG were recorded. The EEG was recorded in a 5-min period in subjects in the wake resting state from 19 electrodes positioned according to the International 10-20 system (i.e., Fp1 ,  Fp2, F3, Fz, F4, F7, F8, T3, T4, C3, Cz, C4, T5, T6, P3 , Pz, P4, O1, and O2). Data were sampled at 500 Hz and band pass filtered at 30 Hz. The status of handedness for every participant was right-handedness. Special attention was devoted to obtaining maximal relaxation and cooperation of the subjects, obtaining high-quality EEG recordings, and avoiding well-known effects of stress and anxiety.
One epoch was defined as 2 s of EEG free of gross body movement-induced artifacts [25] . MATLAB R2017b was used to analyze data. We analyzed 10 epochs of EEG. Fp1 and Fp2 were excluded because of eye movements. Fast Fourier transformation was performed [26] to calculate the absolute value of the power spectrum at each frequency at each electrode, with each frequency defined as follows: δ wave, 0.5-3.5 Hz; θ wave, 3.5-7.5 Hz; α-1 wave, 7.5-9.5; α-2 wave, 9.5-12.5 Hz; β-1 wave, 12.5-17.5 Hz; and β-2 wave, 17.5-25.0 Hz. The power of the δ waves, θ waves, α-1 waves, α-2 waves, β-1 waves, and β-2 waves in each electrode were averaged to calculate the absolute power. The absolute power at each electrode site was used to calculate the relative power, which indicated how much each electrode contributed to the total [26] .
To calculate synchronization between the frontal and occipital lobes, synchronization between F3-F4, O1-O2, and P3-P4 was defined as interhemispheric and synchronization between F3-P3, F4-P4, F4-T6, F3-T5, F3-O1, and F4-O2 was defined as intrahemispheric. Coherence values in each frequency zone were calculated [15] .
Statistical Analysis
Kolmogorov-Smirnov was used to test for normality. An unpaired t test and Fisher's exact test were used to compare basic patient characteristics between the 2 groups. The Wilcoxon signed-rank test was used to compare data before and after intervention. Analysis of covariance was used to compare changes between the 2 groups before and after intervention with adjustments for gender, fracture site, and age. p < 0.05 was considered statistically significant. IBM SPSS Statistics version 25.0 was used for statistical analysis in this study.
Results

Participants
Patient characteristics at baseline are shown in Table 1 . No significant difference in age, breakdown of fracture sites, or male-to-female ratios were found between the 2 groups.
Changes before and after Intervention
Touch Panel-Type Dementia Assessment Scale Table 2 shows the changes in TDAS before and after rehabilitation. TDAS scores improved significantly after both types of interventions. As shown in Table 3 , however, TDAS changes were not significantly different between the 2 groups after adjusting for age, fracture sites, and gender.
Pentosidine Levels Table 2 shows the changes in serum pentosidine levels before and after rehabilitation. Serum pentosidine levels changed significantly in both groups after intervention. As shown in Table 3 , however, changes in TDAS did not differ significantly between the 2 groups after adjusting for age, fracture sites, and gender. Data (changes in each parameter before and after intervention) were adjusted for gender, fracture site, and age. Table 4 summarizes the changes in power spectral analysis results after intervention and specifies which sites showed significant differences between the 2 groups. Table 5 provides the results of coherence analysis in each group before and after intervention and shows which fracture sites had significant differences between the 2 groups. As shown in Table 3 , an analysis of covariance revealed how age, fracture site, and gender affected the results of both power spectral analysis and coherence analysis.
EEG Analysis
Power Spectral Analysis
Power values in all frequency bands of all of the 19 electrodes were compared before and after intervention after adjusting for age, fracture sites, and gender. Significant differences in the amount of change of power values of δ waves on F4, F8, and T4 between the 2 groups. Power spectral analysis of F4, F8, and T4 in each group before and after intervention revealed that the power value of δ waves decreased significantly at these 3 sites in the PT group after intervention. With the exception of θ waves and α-2 waves, significant differences in power value changes were observed in F4 in the PT group. In the OT group, however, no significant differences in power value changes were noted in these 3 sites after intervention.
Coherence Analysis
Coherence was analyzed in all frequency bands, i.e., F3-F4, O1-O2, P3-P4, F3-P3, F4-P4, F4-T6, F3-T5, F3-O1, and F4-O2, after adjusting for age, fracture site, and gender to compare the 2 treatments. Changes in coherence values for δ waves in F4-T6 and F4-O2 and β-2 waves of F4-O2 after intervention differed significantly between treatments (Table 3) . Based on changes in coherence values for F4-T6 and F4-O2 after intervention in each group, no signif- icant differences were noted at any frequency band in the PT group after intervention, but there was a significant difference in δ waves in the PT+OT group after intervention. Change in coherence values in F4-O2 increased in all frequency bands in the PT group, whereas it decreased in all frequency bands in the PT+OT group.
Discussion
TDAS findings showed improved cognitive function in both groups regardless of the rehabilitation method. This was not influenced by age, fracture site, or gender. Regular exercise is effective in improving not only physical fitness but also cognitive functions such as memory, attention, and judgement [27] . Cognitive function improvement may be attributed to the fact that both groups received PT. Decreased serum pentosidine levels suggest that oxidative stress levels decreased after rehabilitation. We believe that moderate exercise increased the secretion of antioxidant enzymes which then prevented oxidative stress [18, 19] . Changes in serum pentosidine levels did not differ significantly between the 2 groups, indicating that both treatments achieved similar antioxidant potentials. As mentioned earlier, pentosidine is the "rust" of bone mass. Decreased levels of "rust" improved bone quality, meaning that the bone strength at hospital discharge had improved compared to before intervention. Also, it was not influenced by age, fracture site, or gender.
Delta waves in F4, F8, and T4, which showed significant intergroup differences in spectral analyses, decreased after intervention in the PT group. In F4, power values increased in almost all frequency bands. These findings suggest that slow-wave activities improved in the PT group. Changes in neurotransmitter levels can alter EEG [11] and, since acetylcholine improves slow-wave activities [28] , our results are in line with these findings. Patients in the PT+OT group did not change as much as those in the PT group even though they, too, had received PT.
A previous study showed that electric synchronization in the cerebellar frontal lobe was modulated by GABA [29] . Acetylcholine reinforces both inhibitory and excitatory synapses [30] . Therefore, the significant intergroup difference in F4-O2 in the coherence analysis suggests that improvements in the PT+OT group were GABA mediated. Since GABA has an inhibitory effect, this may account for why power values did not increase as much in the PT+OT group as in the PT group. F4-O2 forms a long loop and preceding research shows that lower frequencies correspond to longer circulation times and longer loop distances [31] . Thus, changes in δ wave synchronization in F4-O2 observed in our study are in line with these previous findings. Synchronization of δ waves not only implies that neurons connect over long distances, but also that this intrahemispheric coherence is an important manifestation of neurocognitive networking [31] . The significant intergroup difference in β-2 waves in F4-O2 we observed supports this theory. Neurons continuously exposed to external stimulation adapt to the environment by decreasing in number due to synaptic structural changes [32] . Since cognitive function improved in the PT+OT group despite interelectrode coherence values that were significantly lower than the PT group after intervention, our results also support this theory. Coherence values of δ waves in F4-T6 also differed significantly between the 2 groups, suggesting long-term inhibition in the prefrontal region-thalamus-cerebellum area of the right hemisphere in the PT+OT group may have engendered synaptic plasticity. Although the coherence values at F4-O2 and F4-T6 in the PT group did not change significantly, they increased at almost all frequency bands. Since cognitive function improved after intervention in the PT group, long-term potentiation may have produced synaptic plasticity. Older people are generally known to exhibit compensatory cerebral activity in an attempt to preserve motor functions that have deteriorated with aging [33] . Preceding research estimates that the cortical source of single task activities is in the left hemisphere, whereas that of dual task activities is in the right hemisphere [34] . Serrien et al. [35] discussed shifts in the dominance of the 2 hemispheres during different tasks and noted that the left hemisphere was considered to be dominant for motor behavior in right-handed individuals. However, they also stated that lateralization of motor function is indeed flexible and driven by several factors. The right hemisphere specializes in spatial functions, including spatial attention, and it has been proposed that the relative involvement of each hemisphere in a task depends on that task's specific characteristics [34] . Applying this theory to our study, we now understand that the cortical source shifted from the left hemisphere to the right hemisphere. Though EEG power and coherence were said to differ by age and gender in a previous study [36] , the effect of rehabilitation was hardly influenced by age, fracture site, or gender. The cerebellum was long thought to execute motor function, but it is currently considered to play a role in cognitive function, especially in the cognitive aspects of behavior [37] . Longterm potentiation of cerebral synaptic transmission efficiency enables us to remember knowledge that can be explained in words, whereas long-term inhibition promotes cerebellar learning that can be acquired through experience [38] .
This study shows that rehabilitation with both PT and PT+OT has the same positive effect on cognitive function and antioxidant potential. However, EEG findings suggest that each form of rehabilitation therapy has a different effect on brain neurons.
To prevent refractures in a subsequent fall, body balance and posture must be maintained. This requires a continuous inflow of information starting with viewing of the surroundings, acknowledgement of the space, and body movement [33] , which can be realized by the neuronal connection between the frontal lobe, the thalamus, and the cerebellum. PT+OT rehabilitation may be effective in regaining this ability within the limited timespan of a hospital stay. More cases must be studied to further verify the effects of rehabilitation on brain function in patients with fractures.
